Introduction

P
rior studies have shown that refugees and asylum seekers are vulnerable groups with significant and complex healthcare challenges. 1 Research has shown that most refugees are from lowand middle-income countries where there is a higher prevalence of pre-existing infectious disease risk, including tuberculosis, HIV and hepatitis B.
2 A wide range of issues need to be considered from a healthcare perspective for this group of individuals, including infectious, 3, 4 sexual and reproductive health, 5, 6 as well as chronic issues such as respiratory diseases, diabetes and musculoskeletal diseases. 7 , 8 The focus of this research is on the potential challenges Syrian refugees face in accessing health care in Jordan. More than 4 million Syrian refugees have been displaced to the Middle East, and over 629 000 people have been displaced to Jordan, which is a key concern of the United Nations and the rest of the world. 9 Approximately 30% of the Syrian refugees reside in camps; the largest camp is Zaateri, with an estimated population of 120 000. 10 The healthcare system is overloaded due to the high inflow of refugees in the camps, and struggles to meet even basic needs, including water and sanitation. 11 Outside of the camps, the refugees face other types of challenges. A large number of refugees cross the Syrian border illegally. These unregistered refugees must pay out-of-pocket for medical services and supplies while waiting weeks or months for a United Nations High Commissioner for Refugees (UNHCR) interview. 12 Only those registered with the United Nations are able to procure minimum cash assistance and food coupons along with education and healthcare. 11 Syrian refugees are seldom provided permits and access to work. In addition to holding a valid passport and legal residency, the potential employer must pay a fee and document that the job requires experience or skills not to be found among the Jordanian population. Hence, many become involved in work in illegal and informal sectors to secure their living. 10 High levels of unmet basic needs, including healthcare needs, may trigger of or aggravate social problems as well as psychological and physical health needs. 12, 13 The research on the healthcare needs and challenges related to access relevant healthcare among Syrian refugees remains relatively scarce, despite the well-known importance of understanding healthcare needs within a peer review setting. 14, 15 This study aims to present a qualitative systematic analysis of existing findings in Jordan regarding the healthcare needs and the provision of healthcare access to Syrian refugees. The major focus of this systematic analysis is to review prior studies that have focussed on assessing the health needs of Syrian refugees, including studies that attempt to address inherent system level challenges in responding to such needs.
Methods
Both qualitative, quantitative and mixed methods studies were included to explore the healthcare needs and access to healthcare among Syrian refugees (irrespective of their ages) being displaced in Jordan due to the existing Syrian conflict. The review process, in which included an ongoing discussion between the two co-authors, made use of a qualitative research approach in which the goal was to identify articles that would meet a proposed PICO (Population/ problem, intervention/indicator, comparison and outcome) research strategy 16 that could answer the research objective. In this systematic review, the PICO strategy involved the determination of the right population, problems, interventions and outcomes (comparison not relevant). Thus, the first step was to help direct the nature of the search and the scope of research articles to be included. The second step identified keywords for each element (population, problem, interventions and outcomes), and the third step provided the plan for the search strategy. The fourth step included executing the search through guided phrases and correlating the search strategy. The fifth step included refining the results, while in the sixth step, the literature review was conducted. The research objective, the search terminology used and the inclusion criteria are identified in table 1.
Although conducting a systematic review, it is important to maximize the sources available to increase the possibility of reaching the greatest number of research articles. 17 This study included Sage, ScienceDirect and PubMed databases. Additionally, other sources found to contain relevant sources, such as the World Health Organization and United Nations' databases, were included. Once the search databases were identified, the next step was to determine the type of search terms used to identify the right articles. 18 After the search was conducted, the studies and the respective findings were analysed for methodological rigour based on the Critical Appraisal Skills Programme (CASP) check tool for systematic reviews. 19 The CASP helped to focus the review by breaking each study into key independent parts. The tool helped to identify the statement aim of the research and the appropriateness of the used methodology and the overall research design. The studies were also assessed and categorized according to the recruitment strategy and whether the data collection methods were appropriate. Furthermore, the assessment included an evaluation of whether the data analysis was sufficient and rigorous and whether ethical concerns were considered.
Finally, an assessment of whether the studies had a clear statement of the findings, as well as the value and overall implications of the findings, were evaluated and described 19 (see table 2 ). The PRISMA chart is used to illustrate the total search process and document the overall search result (figure 1).
Supplementary Appendix S1 presents the final list of articles identified through this process of selection and quality assessment. A total of nine articles were identified and included in the research.
Results
Six of the nine articles included are academic peer reviewed articles; one article is an extended research paper, and one article described a cross-sectional study conducted by a major non-governmental organization (NGO). There are three studies that use secondary data collection methods and that have some weaknesses in regards to methodological rigour. Even though there are variations in methodological rigour, these articles were included due to limited access to articles in this research area. Table 2 below presents the CASP analysis.
Thematic analysis was used to organize the findings into major themes grouped from independent studies by the two co-authors. 20 The first step included a familiarizing process with the articles and findings through cross-reading of all selected articles repeatedly to acquire an overall impression of the content. This process involved searching the studies for similar and contrasting statements. The second step included identifying potential codes, both subthemes and broader themes, and coding these descriptively. The third step involved a review of these codes, and during this process, codes were re-examined, re-coded and merged into larger analytical themes based on the content of different data sources by the two co- Tappis et al. 24 Murshidi et al. 27 Ay et al. Doocy et al. 13 Tappis et al. 24 Murshidi et al. 27 Ay et al. authors. The final fourth step consisted of defining and naming the themes: (i) types of health-care problems faced by refugees; (ii) experiences, perceptions and knowledge of available care; and (iii) financial and structural barriers to treatment and care.
Types of healthcare problems faced by Syrian refugees
Findings show that $520 000 refugees live in dispersed host communities, while $30% live in camps, such as Za'atari, the main refugee camp. 12 Many studies characterize the nature of healthcare problems faced by Syrian refugees. The overview provided by El-Khatib et al. 12 shows that the major healthcare challenges among the Syrian refugees in Jordan and Lebanon include skin diseases, digestive system diseases, respiratory diseases, trauma symptoms/mental illness, malnutrition, as well as infectious diseases. The high influx of refugees entering large camps such as the Zaatari makes it difficult to provide adequate water and sanitation, complicating the situation. Medical care is provided free of charge by various voluntary organizations, such as Doctors without Borders, but the medical care prioritizes urgent care needs 12 . As noted by El-Khatib et al. 12 it is important to be aware that since the crisis is extending over years, chronic diseases may be overlooked, as routine blood tests and medications (e.g. asthma inhalers) are either not available in the camp or only intermittently available. 12 This is exemplified in a cross-sectional study by Doocy et al. 13 including 1550 non-camp Syrian refugees, describing the prevalence and care-seeking patterns for chronic diseases. Among adults, hypertension was the most common disease (9.7%), followed by arthritis (6.8%), diabetes (5.3%), chronic respiratory diseases (3.1%) and cardiovascular diseases (3.7%). The authors conclude that more than half of Syrian refugee households in Jordan have a person with a non-communicable disease (NCD) and that a significant minority of these people do not receive any type of treatment and care. Doocy et al. 21 conducted another survey of non-camp Syrian refugees, aiming to describe health care access and utilization of health care services; the results showed that infectious or communicable diseases represent the most common reason for treatment and care needs (21.5%). However, the findings show that chronic/NCDs accounts for approximately the same percentage (21.1%) in the reported healthcare needs. Other reasons to seek care included injuries (9.7%), dental care (8.0%), obstetric/gynaecological problems (6.5%), joint pain (5.1%), gastrointestinal challenges (4.4%), renal challenges (4.0%), skin problems (3.9%) eye problems (2.3%) and emotional/mental health problems (1.5%).
In a cross-sectional study of 120 participants in the Zaatri camp conducted by Al-Fahoum et al. 22 the need for treatment and care for chronic diseases were underlined. The main health problems that were reported were asthma, hypertension and access to medication for chronic diseases. During the refuges' stay in the camp, men particularly reported feeling anxious (55%) and depressed (49%), while both genders (57%) reported that their health condition to a large extent declined during their stay.
In a similar study on perceived barriers of access to healthcare among a group of non-camp Syrian by Ay et al. 23 these findings are supported. This study concluded that more than one-third of the refugees report the need for primary healthcare for chronic diseases (36.7%), followed by 25% who report the need for emergency healthcare. Other healthcare needs were also documented, including the need of specialist healthcare and surgery by 13.2% of the population. For example, in a study by Tappis et al. 24 on maternal healthcare among Syrian refugees, 82% of the respondents reported seeking antenatal care; 98% of the births occurred in hospitals; and one-third were caesarean deliveries. 
Overall, the findings show that Syrian refugees experience relatively good access to preventive and primary healthcare but report challenges related to the overall costs and the availability of the type of care. For instance, Doocy et al. 13 conclude that while most Syrian refugees with NCDs manage to approach different healthcare operators in search of care, the largest challenge they face is the overall cost of treatment. Because of this, a significant minority reported never receiving treatment and care for NCD. In the cross-sectional study in the Zaatri camp by Al-Fahoum et al. 22 as many as 75% of respondents disclosed that they received insufficient healthcare, and 43% claimed that their health problems would exacerbate in the near future. Furthermore, 46% of those who received care reported that they received 'bad' service. This percentage was found to be higher amongst men (54%) compared with women (42%). A lack of awareness and access to mental health services, combined with fear of stigmatization, were reported to be the main mental health challenges. A lack of trust in doctors, the use of medicine without consultation, and the use of home-remedies were also found to be prevalent findings, which are also supported in other studies. 13, 25 In a qualitative study by Flynn 25 it was found that many undocumented refugees are reluctant to seek services, as they are afraid that they will be reported to the authorities. In addition, there are challenges related to illiteracy, a general fear of authorities due to war experiences, a lack of knowledge of the law and required procedures, and a lack of knowledge of free medication and services, such as those provided through NGOs and the vaccination programme provided for free by the Jordanian government. This lack of knowledge reduces the ability of the Syrian refugees to access healthcare and adds problems, such as preserving herd immunity. 21, 25 Additionally, Al-Fahoum et al. 22 underline that one of the challenges is to provide adequate information to all groups of refugees as well as to establish good registration systems to secure continuity in treatment and care.
The REACH 26 report, a report that sought to explore tensions related to healthcare access in refugees' host communities in northern Jordan, concluded that overall access to healthcare was found to be acceptable (67%) by most Syrian refugees. However, this was largely attributed to access of free healthcare from NGOfunded healthcare units. Furthermore, this opinion was prevalent among refugees that were registered, had the correct documentation, and thus had access to the appropriate type of treatment and support. 26 The report concluded that access to care by specific populations and vulnerable groups (e.g. women and children) was low due to lack of required documentation. Thus, when all refugees were considered, many rated the existing access to healthcare as poor and urgently needing different types of help. 26 The REACH report supports the tendency of findings in other studies; even though there is access to care, the types of care available and the perception of overall quality of care vary. 13, 21, 22 Another key challenge facing refugees in terms of access seems to be linked to inpatient care. In a cross-sectional study, including 196 participants living in non-camp settings in Jordan, access to hospitals, long-term stay and any form of advanced service such as surgery were reported to be difficult. 23 These findings are supported in a narrative review by Murshidi et al. 27 indicating that hospitals are overstretched due to a huge increase in surgical and trauma care needs, such as amputations, burn care, acute surgical conditions, as well as treatment for weapons-related wounds. Another example of overstretched capacity relates to treatment of cancer. Due to the influx of Syrian patients in need of cancer treatment, there has been a 14% increase in the number of cancer patients since 2011, thereby influencing an already strained Ministry of Health (MOH) budget and workforce and decreasing or delaying access for Syrian refuges as well as representatives of the host community. 27 A perceived inequality in access to healthcare, especially inpatient care, has been reported among refuges as well as representatives of the host communities, findings that are associated with an overstrained health sector. 21 , 26 The REACH report 26 found that both Syrian refugees (21%) and representatives from the host community (26%) reported perceived unequal access to health services as a main source of tension between the groups. Furthermore, 36% of Jordanians considered healthcare access to be insufficient compared to 29% of Syrians, a disparity that could be due to Jordanians comparing the present healthcare services with previous years' experiences. The report concluded that the overall demand on the system was extensive, and the healthcare funding was not enough to meet the growing influx of refugees.
Financial and structural barriers to treatment and care
As indicated earlier, both patients and representatives of organizations that deliver care report several barriers. In general, refugees that cannot afford out-of-pocket expenses or who are not being registered through UNCHR may have to seek care through charity or through private sources that are very expensive. 25 Doocy et al. 21 conducted a multivariate logistic regression analysis to identify the predicators of care seeking and found that many individuals who represented the lowest socio-economic quartile had to depend on the public sector and charity. The study showed that 64.5% of all individuals who did not seek care (169 refugees) reported an inability to meet provider costs as the key factor. Structural barriers, such as lack of information of where to seek help (5.9%), lack of access to the right medication (5.3%), prolonged waiting for appointments (5.3%), lack of transport or difficult to access health services (4.1%) and poor staff treatment (3%) were also highlighted. Among those that sought healthcare recently, 51.8% of the household reported substantial out-of-pocket expenditures during the last consultation. 21 This situation is most likely worsened since this study was done before the cessation of free access to healthcare in 2014. 21, 25 In addition, Ay et al. 23 underline that financial barriers, such as the high cost of the medical services, medicines and transportation, as well as structural barriers, such as long waiting hours, long distance, difficult and lengthy procedures and perceived discrimination, are all factors preventing access to care. Thus, the authors conclude that financial, structural and cognitive barriers are often interrelated. 23 Interrelated barriers are also identified in a qualitative interview study with NGO healthcare providers, legal aids and refugee-and health-based organizations. 25 In this study, it was reported that the major challenge for Syrian refugees regarding access to healthcare was cost. However, the participants conveyed that significant gaps existed in healthcare access for refugees lacking documentation; Syrian refugees expected to hold a valid UNHCR registration card, as well as a Ministry of Interior Service Card in order to receive most of the health services. At the beginning of the crisis, the Syrian refugees were offered free access to public health centres. However, in 2014, Jordanian authorities introduced userfees, and Syrian refugees were required to present their Ministry of Interior Service Card in order to receive these subsidised rates. If the refugee does not possess such documentation, s/he has to pay a sum that is 60% higher than the non-insured Jordanian rate. The issue of costs is highly intertwined with the structural barrier that is related to access necessary documentation. 25 This double barrier is exemplified by Flynn 25 noting the structural barriers faced by children born to mothers in non-documented marriages; these children remain 'undocumented' and thus do not have access to healthcare. The problem of documentation and access to healthcare is also exemplified in the cross-sectional study by Tappis et al. 24 In this study, it was found that most women seeking antenatal care were restricted by issues related to legal documentation. Among women who had documentation, over 87% received the right level of care and access. 24 Flynn 25 underline that this temporal nature of access to care is a key systemic challenge. According to Flynn, 25 documentation was not made a priority during the early stages of refugee inflow, causing a rise in the number of individuals who are unregistered. In addition, absence of birth notifications, unregistered marriages, unaccompanied children, children born at the border, or having to flee Syria without being able to bring documentation are all causes that explain refugees' inability to provide documents necessary for registration. In addition, the nature of refugee inflow and outflow through repatriation or through relocation to other countries causes major challenges in providing continuity of care. AlFahoum et al. 22 and El-Khatib et al. 12 support this issue by referring to problems related to registration of refuges receiving treatment, and thus problems in accessing services as well as establishing continuity in treatment and care.
In general, the challenges in providing universal healthcare access for Syrian refugees seem to be attributed to access to documentation together with indirect (e.g. transportation costs) and direct costs (costs for consultations or medications). Given that refugees live with limited income and access to funding for their everyday livelihood, accessing private healthcare is seldom an option. 12, 22 However, Doocy et al. 21 address that there actually are universal health provisions mandated by UNHCR for refugees, irrespective of their status. However, lack of knowledge among refugees regarding such access is a systemic challenge in need to be addressed.
Another underlying and decisive barrier relates to the overall systemic challenges in how to provide healthcare to a rapidly increasing population. As prior studies show, the most substantial challenge facing major refugee camps and countries with the highest net inflow of refugees is meeting the overall infrastructure needs. In most cases, the demand is much higher than the available inflow.
12,21-23 El-Khatib et al. 12 contend that the healthcare needs of refugees in Jordan are poorly met, mainly because of the pace of refugees entering the camp. Medical care is provided by voluntary services but these services have to prioritize immediate problems, such as infectious diseases rather than chronic diseases or mental health issues. Additionally, many unregistered refugees are living among the Jordanian population and have little or no access to this type of healthcare. In the assessment of systemic barriers by Ay et al. 23 , the authors underline that the majority of refugees use primary healthcare only for acute diseases, whereas a large number need chronic disease management at the primary healthcare level. Flynn 25 also identifies challenges linked to unclear scope within the health services being provided. Healthcare workers in Jordan lack sufficient information about the demographic and geographic distribution of the Syrian population and are unaware of the nature of diseases, the number of affected individuals, and those who are particularly vulnerable/at risk (e.g. mothers and their children). The limited knowledge regarding the diffusion of the refugee population results not only in healthcare system challenges but also in a reduction of available water, sewage and other major services whose effectiveness is directly linked to remaining healthy and providing the right healthcare access.
Discussion
The findings of this review show that there are several challenges linked to access of healthcare by Syrian refugees. Some of the challenges relate to the first theme of this review, namely, types of health problems faced by the refugees. Most refugees can access free medical care for acute conditions and/or infectious diseases through various voluntary organizations providing services in the camps. As some of the studies conclude, 21, 26 the overall access to healthcare is acceptable to most Syrian refugees, but this is largely attributed to the access of free healthcare from NGO-funded healthcare units located in the camps. However, only $30% of the Syrian refugees live in camps; the remaining groups live in dispersed host communities. 10, 12 Furthermore, a perception of adequate access is prevalent mainly among refugees who are registered and have the right documentation and thus have access to the right type of treatment and support. As the findings of this review show, one of the key challenges that the refugees face in terms of access is linked to inpatient care for severe and prolonged conditions. 20 Providing care for non-communicable/chronic diseases relates not only to legal documentation but also to requiring long-term access and continuity of care in an already overburdened healthcare system. 20 The availability of care, as well as the satisfaction of care, varies in-between groups in terms of treatment and care needs, in-between groups that possess or do not possess necessary out-of-pocket finances, and in-between groups that hold or do not hold the right documentation to access all types of care. 22 Another point raised by Doocy et al. 21 is that there are universal health provisions mandated by UNHCR for refugees, but not all refugees are aware of how and where to access these services. In a commentary on how to strengthen resilience among Syrian refuges in Sweden, the authors describe how 'health communicators' have been used to convey knowledge to refugees about how the healthcare system of the new host society works as well as strengthening their understanding of health promoting strategies. This may be a useful strategy in facilitating access to available health services, thereby strengthening the overall health as well as preventing potential worries related to approaching health authorities. 28 A perspective that deserves particular attention is the interconnected and re-enforcing barriers some of the Syrian refugees may face. As illustrated in the findings, undocumented refugees may be reluctant to access services as they are afraid that they will be reported. 25 Such fears may be linked to experiences from the war, a general fear of authorities, or a general feeling of disempowerment; these findings also represent a prevalent cause that explains why undocumented migrants do not seek healthcare in Europe. 29 In particular, the fear of being reported, restricted or punished in any way may lead to a lack of willingness to disclose medical problems. Another interrelated barrier underlined by Flynn 25 is related to undocumented refugees not accessing services such as financial support programmes, which are services that are available for documented refugees. It is specifically pertinent to these undocumented refugees, as this same group experiences financial strains in accessing the documents (e.g. registering a marriage or an unregistered child) necessary to acquire such financial help. Without finances and without necessary documentation, these vulnerable groups of refugees will be delayed in receiving a diagnosis and treatment, or they will never be able to access necessary health services. 23 This will likely lead these groups to continue to depend on home remedies, lay midwifes, and NGOs; all of these alternatives imply a lack of continuity and a potential lack of adequate treatment and care. 25 High levels of unmet healthcare needs may lead to high levels of mental distress and disorders as well as aggravation of physical/chronic diseases. Forced displacement over time, exposure to potentially traumatic events, and a feeling of disempowerment may create additional and reinforcing burdens and expenditures at the individual as well as the health system level. 12, 13 Such additional burdens and expenditures may cause inequalities in health not only between Syrian refugees and the host population but also between the different segments of the Syrian refugee population. Increasing disparities may also increase the already existing tension between groups and negatively influence social cohesion. Farmer 29 argues that an understanding of the experience of health and access to health services needs to consider the micro level of the individual within the context and influence of macro level structures, processes and interactions. Specifically, in order to intervene, one needs to recognize how larger structural forces may limit people's ability to access treatment and care. In this particular context, a lack of civil documentation may create a position of 'statelessness', which is defined by the UNCHR as a person 'not recognized as a national by any state under the operation of its law'. 30 Being stateless will not only lead to a lack of healthcare access but also add other vulnerabilities, such as not accessing financial support programmes and necessary supplies, having to engage in informal/illegal work, facing the risk of being exploited, as well as fear of being arrested or punished in any way. 25 A prolonged situation without the possibility of becoming registered can therefore be seen as a form of 'structural violence' 29 towards groups already disadvantaged or disempowered due to, e.g. gender, age, illiteracy and poverty.
Conclusion
Even though a large group of Syrian refugees' access health services, there are several challenges, particularly among those suffering from severe and chronic/NCDs. These types of conditions demand access to advanced inpatient care, follow-up and continuity in the services. However, hospitals are overextended due to an extensive increase in patients with acute as well as chronic conditions, influencing an already strained budget and workforce in Jordan. Thus, the healthcare needs of the refugee as well as the host population in Jordan cannot be adequately met without the international society acknowledging a collective responsibility that includes financial commitment. One effort that could solve a major structural problem for those not able to access healthcare is increased flexibility in regards to documentation. A position as 'stateless' may lead to high levels of mental distress and disorders, aggravation of physical/chronic diseases and the creation of additional and reinforcing burdens and expenditures at the individual and the health system level. Better registration systems, including cooperation between the UNHCR, local health services and the Jordanian government, 25 may facilitate information about the demographic and geographic distribution of the Syrian population, the nature of diseases, the number of affected individuals, and those who are particularly vulnerable/at risk.
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